Psychiatric out-patient services have staff also receives a good program of assumed great importance in recent years. supervision through individual tutoring This expansion expresses one facet of an and via daily conferences. We have deenlarging community psychiatry. A brief veloped a brief psychotherapy program description of our setting follows. Our for dealing quickly with reversible reacown out-patient load has increased ten-tions by setting up 10 to 12 therapy fold from our clinic beginnings in 1946. sessions between patient and resident. In 1963 our services included over 7,000 The latter technique especially has cirindividual out-patient visits, providing cumvented the fragmented patient/docskilled diagnosis and treatment for over tor contact which has previously been a 1,400 patients, of whom 822 were pa-serious problem in out-patient work. In tients new to the clinic in that year. 1963, amongst our group of discharged These statistics do not include the activ-patients, this new program enabled 83 ities of the Casualty Emergency Psychi-patients to be medically separated from atric Service which operates on a 24-hour the clinic as they attained therapeutic basis and which has given service to a recovery. This has now increased to 20nearly equal number of patients. To cope 30 discharges per month. Daily staff conwith annually increasing demands, it ferences afford teaching and learning has become necessary to make many opportunities. Specialized clinic funcorganizational changes. The psychiatric tions have been developed. These include clinic which used to function one after-the intake and assessment clinic, therapy noon per week, is now held during five clinics, a geriatric clinic, a chronic care afternoons per week, has been extended clinic, after-care clinics, etc. Our outinto two morning sessions as well, and is patient services represent only one divimoving towards the establishment of a sion of a larger psychiatric department at full-time service. The goals and objec-the Montreal General Hospital, which is tives of the clinic have been studied and a McGill University teaching hospital. have undergone reappraisal, in order to The department includes also an Inbetter meet our multiple functions. These Patient Service, a Day and Night Centre include diagnosis and treatment services, Service, a Long-Term Psychotherapy consultation services and the teaching of Service and various facilities of a model medical undergraduates and post-gradu-psychiatric department. The redevelopates, also post-graduates in a residency ment of our out-door services has followtraining program, amongst others. Chang-ed careful appraisal of our strengths and es have resulted in a better balance, and weaknesses. Difficulties were evidenced we can now provide a quality service by the patient drop-out rate, a lack of without creating over-long waiting de-clear-cut goals in clinic therapy, a fraglays for needy patients. Each patient now mented patient/doctor contact because of is properly worked up from the diag-rotating periods of service for residents, nostic standpoint and an individual treat-chronic congestion and overcrowding of ment plan is formulated. The resident our facilities and sloppy inadequate assess-
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The following chart describes at a glance the essential features of our a.p.D. operations in 1963.It shows the sources of referral, the structure and activities of the Intake and Assessment Clinic. Attention is called to the remarkably low commitment rate (1 %) and to the fact that 68% of patients are treated in our own a.p.D. Clinic after assessment.
Methods and Material
A total of 65 chronic patients were selected from the regular psychiatric clinic attenders at the Montreal General Hospital because they satisfied the criteria set out for the purposes of the study. The investigative study method included three steps. 1) A chart summary was made to give a retrospective view of the course of the illness. 2) A full current re-evaluation of the patient was completed through clinical psychiatric interviewing, aided by additional data derived from a psychological test battery and a family review either by the social worker or by the home visiting psychiatric team. 3) A full staff meeting reviewed all the data in a conference which included residents, psychologist, social worker and the attending staff participating in the study. By way of general guidance, the data I I gathered were grouped and analyzed under three main headings. The first heading included material concerning the patient. Attention was given to family problems, the social economic level, preexisting personality traits, complicating physical illness, sex, age and marital status. The second heading noted the particular history and course of the psychiatric illness under study. The third heading reviewed the treatment transactions, with attention to the techniques used, including the use of drugs, hospitalization, the use of ancillary services, the kind of psychotherapies and transference phenomena. The special aims of the reassessment included noting changes in direction of the illness, i.e., whether progress or deterioration was occurring, also whether changes in diagnosis had occurred. The gains relating to the illness were also noticed, especially dependency, the need for failure and other secondary elaborations. Decisions were then taken in each case affecting the further therapy and its direction.
The Patient
The sex distribution, age range, marital and educational status of 65 patients are summarized in Table II .
The findings regarding economic status, the work record and the predominant character structure are summarized in Table III .
The data collected in these tables underline a series of important observations about the person who becomes a chronic psychiatric out-patient. Females outnumber males on the basis of 4.5 to 1. The peak age incidence occurs in the middle age decades from 40 to 60 years. Sixty-three per cent of the total are unmarried, either being single, separated, divorced or widowed. Seventy-four percent attained grade VII schooling or less; ... Females   14  11  28  4  6  43  23 13 I 14 TOTAL   15  12  38  4  7  54 31 . 5 Z with many in this group giving a history of grades II, III, IV level only.
In the total group of 65, fifty were either on welfare assistance or were earning a very marginal income (77%) while only four patients had attained occupational skills, with 83% being totally unskilled. Approximately 50% were described as predominantly schizoid in character structure, while 50% of the cases also presented a positive family history of gross psychiatric disorder.
The typical profile for the chronic psychiatric out-patient emerged as a woman of middle age, alone, unmarried or abandoned after a marital failure. She has had a very limited education (not completing public school) has never developed any occupational skills and is living at a marginal level or subsisting on welfare aid. There is a high incidence of family mental illness and a serious personality disorder of indefinite duration in the patient. It seems obvious that our 'average' chronic out-patient closely resembles the special problem described by social and welfare agencies as their 'hard core' cases, i.e., those who seem unable to resume independent functioning or to respond to rehabilitative efforts. There is no doubt that this is the same problem person now being assessed and described from a different point of view.
The Psychiatric Illness
Reassessments of each patient's illness were made. Each chart history was carefully reviewed and the existing diagnostic findings were re-established after a fresh clinical study. Special attention was taken to establish factors precipitating the onset of the psychiatric illness and to determine, where possible, the time interval between the onset of the illness symptoms and the time of referral for psychiatric diagnosis and treatment.
The diagnostic classification (Table  IV) demonstrates that only six cases were diagnosed as psychoneuroses in this group. Forty-two of the 65 cases carried diagnostic labels indicating psychotic or pre-psychotic states, while 20% of the cases included mental dullness as a primary or secondary diagnosis. Alcoholism was assigned as a diagnosis in only four cases, not because it is that uncommon clinically, but because our clinic views th.e pr?blem of alcoholism as a symptomanc disturbance rather than a primary disorder. Several patients in this study carried multiple diagnoses. The distribution of diagnoses emphasizes that the chronic psychiatric out-patient followed in the general hospital setting is a severely disturbed person. The high frequency of psychotic and near psychotic states in fact resembles the after-care clinic load of discharged mental hospital patients. This chronic care group shows a considerably higher incidence of severe mental illness than occurs in an unselected sampling from our total psychi-a~ric c~nic population. Twenty-four pa-t1ent~in our group had, in fact, been p~evI?usly hospitalized in psychiatric insntunons before coming to our clinic.
It was difficult to get more than a rough approximation of the time lag be-e7n the onset of symptoms and the inmarion of psychiatric therapy in the in-ividu~l case. However, only three panents rn the group had a history of onset of less than one year. The estimate arrived at was for a five-year average lag. It was noted that in many instances, our othe: hospital out-patient departments had Ignored repeated cues indicating the need for psychiatric assessments and this had resulted in long delays before re-fer~al.~n already published study on our genatnc out-patIents (6) has dramatically underlined the important relationship that exists between the time interval prior to treatment onset and the therapeutic result obtained. Elderly out-patients who had received treatment within six months of their illness onset showed an 80% remission rate. Those sick over 12 months before treatment, showed a 25% remission rate in response to the same therapeutic efforts. The delay in referral of the chronic patient is particularly puzzl- :.:;l 0..
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ing, since 48 of our 65 chronic patients had essentially a normal physical status, and the remainder presented relatively minor organic disorders. The interpretation and correction of this problem is obviously an important matter affecting the outcome of psychiatric therapies. The life experiences which precipitated the onset of the mental disturbance were searched for. In 14 patients this remained unknown. Fifteen patients had become obviously disturbed following a serious physical illness or surgery. In the latter group, nine females gave the history of a hysterectomy as the important precipitating event. This finding suggests again the special traumatic impact of hysterectomy and recommends the importance of psychological preparation for this operation (7) . In 31 cases, the loss or separation from a supportive relationship precipitated the emotional disorder. This included the death of a spouse in 11 cases, desertion in 13 cases and severe illness in seven cases. An illegitimate birth, with serious personal, family and social consequences, was given as the etiological event in five patients.
For purposes of comparing data, the total intake of new patients during February, 1965, was studied. There were 66 new cases, including 45 females, 21 males.
Compared to the chronic patient studied, significant differences were noted. These include the predominance of young patients (47 were under age 40), a lower incidence of unmarried (36 out of 66, and these include a number of adolescents) and the fact that 26 patients gave a history of illness onset of less than six months. Only seven cases carried psychotic or prepsychotic diagnoses after evaluation (10.6%) which contrasts markedly with the chronic case patients (65%). In short, the chronic patient is a sicker, older person with a long history of illness before diagnosis is made and treatment undertaken.
The Treatment Transactions
The material was then examined in order to clarify the nature of the therapeutic setting, the kinds of therapy used, and to review the impressions from the updated assessments and the plans that had been recommended after the detailed study of each patient was completed.
The number of psychiatric clinic visits for the 65 patients averaged out to 58 visits per patient. The range actually varied from a low of 37 to a high of 122 visits in one patient, with 26 patients attending on a regular basis, and 39 attending irregularly. It became strikingly ob- I vious that the therapeutic transference climate that is so strongly supported as the most effective psychotherapeutic technique, simply did not exist in the outdoor clinic. At least for the chronic psychiatric out-patient, this fails to be established. Determined by the rotation of residents through the out-door services in past years, the number of doctors who had briefly assessed the 'chronic' psychiatric clinic patient varied from a low total of seven to a shocking total of 32 therapists who had examined one patient over a period of time, which included 69 psychiatric clinic visits. The average number of therapists per patient in the group totalled 14. This situation might be related to the apparent reluctance of some of our medical colleagues to refer patients to the psychiatric clinic in past years. It is difficult to imagine how much aid can be effectively supplied to the sick person after a brief contact with a transient psychiatric resident. The examination of past treatment techniques for these patients again supplied disturbing impressions. As a result of the brief contacts with many physicians, it often turned out that an acceptable history and examination had not been carried out in order to satisfy the basic requirements to support a clinical diagnosis. The inescapable conclusion had to be drawn that in most instances, no one had really clarified much about the patient, nor had they established what was wrong, and what might be done in a corrective way. The most consistent approach was seen to be the tendency to prescribe psychiatric drugs in an attempt to obtain symtomatic relief of 'target' symptoms. Every patient in this group was on such drugs, the variety ranging from a minimum of five to as much as 25 different drugs which had been prescribed for one patient. The over-all average was nine drugs per patient. The drugs were often being continued without much rationale, and after it had become obvious that there was either no effect at all or at best only a placebo effect. Thirty-five patients in the group of 65 had utilized in-hospital facilities, either ward care or part-time care; in some instances not once but on a number of occasions. The comment must be made here that the use of these facilities proved helpful in resolving a more acute crisis, but the timing of such interventions was too often delayed, either because of the unavailability of ward beds, or because of indecision on the part of the inexperienced resident. Electroshock had been given for 17 patients, social services (beyond simple welfare aid) in 37 cases and a number of other special services had been supplied, such as home care visits, etc. The most rarely used therapeutic technique appeared to be any form of rational psychotherapy, other than that which is symbolically implied in the contact with the doctor and in the prescribing of drugs.
The treatment plans which emerged after the assessment of these 65 cases are now summarized. Eight patients were discharged from clinic care, being in a stabilized quiescent state and to return when necessary. Seventeen patients were referred for intensified treatment including eight for long-term psychotherapy, three for admission to our ward service, two for a course of electroshock and four for institutional treatment and rehabilitation. Forty patients were re-allocated to our chronic care clinic where the continued use of medication, brief support and periodic re-evaluation could take place to provide supervision, and to cope with emerging crises. It was accepted that in these cases, dependency and limited function in the patient had reached irre-ve~sible proportions, and that psychiatric assistance would be necessary over an indefinite period.
Discussion
This review of the chronic psychiatric out-patient in our general hospital setting brings out particular observations. The patient who has been receiving long-term out-door psychiatric care is characteristi-c~lly a person with limited basic personality resources, handicapped by limited educational, social and occupational skills. This lag in maturational potential usually reflects a poor background family structure, where restricted opportunity has been provided for the development of the growing child. The presenting psychiatric disorder is serious in nature and implies a further restriction of pre-existing functions. The early illness development is difficult to clarify but there is usually a history of a series of life crises, each of which had produced an emotional decompensation, with less and less recovery after each break. The existing psychiatric disorder is already chronic in time, is fixated on physical symptoms and often is stubbornly interpreted as a physical disturbance. By the time the patient reaches psychiatric resources, there may be little hope left to achieve reversability of the illness. Once there, our own past professional services have fallen far short of the needs of the patient. Our past deficiencies have included hasty assessment, inadequate diagnosis, lack of a definite plan of reparative action, failure to establish a therapeutic climate, over-reliance on psychiatric drugs, fragmentation of the patient-physician contact, a reluctance to develop a real awareness of the core problems. This kind of slipshod casual medical service appears in fact to reduplicate the poor object relationships which are a characteristic of the chronic patient's previous life style. The surrender of the chronic patient into passivity and dependency upon welfare aid, and upon the surrogate parents represented .by hospital and agency assistance, provides secondary gains which complicate and distort the original disturbance and reduce the probability of recovery. However, some hope is afforded by our own review work. As a consequence of our re-evaluation of these 65 chronic patients, 25 patients were either discharged from the clinic or entered a new phase of the treatment process.
Our out-patient psychiatric services have been modified to better cope with the perennial problem of the chronic patient. Improved psychiatric services now start with sound clinical evaluation. This clarifies the meaning and purpose of the illness in the person and utilizes quickly those personal and medical resources which are available. We hope that continued education will assist our medical colleagues to recognize psychiatric disorders nearer their beginnings, and will encourage them to feel more hopeful about the benefits of early referral. We are offering a greatly improved service at the out-door level. Our psychiatric residents now take six-month rotations, which enables them to follow a case through from referral to discharge and to assume responsibilities which were hitherto unavailable to them. One reason for the serious referral delay lies with a particular group of psychiatric patients. These include masked depressions, psychophysiological reactions, the pseudoneurotic group of schizophrenias and puzzling diagnostic cases. Cleghorn (1) and others have called attention to masked depressions where the depressive affect is not prominent or is even denied. Kaufman (4) has described the enormously high incidence of primary psychiatric disorder in puzzling diagnostic problems in the medical clinics at Mt. Sinai Hospital, N.Y. In our own psychiatric clinic, the incidence of psychophysiological disorder as a diagnosis is very rare. This leaves us with the conclusion that these patients are being managed largely by other hospital services and are not being referred. Our statistics for this chronic patient group shows an average total of 75 visits per patient to varied clinics before they began under psychiatric clinic care. Once an effective psychotherapeutic contact is made, the random visits to other clinics drops to near zero, unless specific indications for re-examination are indeed present. The cost to the hospital services in time and dollars must be astronomical.
Our present review of chronic cases has clarified the interaction of three factors which combine to determine the further history of the illness into its chronic course. 1) The limited inner resources for successful adaptation in our patients handicap their ability to cope with stress and to re-establish an effective functional equilibrium after a homeostatic disorder. The ego strengths are limited especially after the sickness onset.
2) Long delays in initiating psychological therapy have been noted. This is important and it hardly needs confirmation that the longer the interval between decompensation and initial effective recovery efforts, the more chronic, faulty, and fixed becomes the maladaptation syndrome. Studies on suppressed and delayed grief also support this impression (3).
3) The third issue of importance is the psychiatrists' past reliance on the least effective therapeutic techniques, ego support and suppressive techniques. This is evidenced by the over-use and overreliance on psychiatric drugs and the disinterest in getting the exposure of the real problems in the patient. We feel that the interaction of these forces tends to encourage and support the development of chronicity of out-patient attendance.
Those patients whom we recognize as chronically sick are now referred to our chronic care clinic. Here they have a consistent supervision, and these cases are removed from the mainstream of other clinic activities. The therapeutic goals at the chronic care clinic are limited. We attempt to maintain the patient at optimal comfort and to support their efforts to remain in the community rather than being removed to an institutional setting. More adequate and early treatment is now supplied in all clinic cases and this is treatment based on an effective psychotherapeutic contact. We hope that this will prevent the inexorable deterioration of at least some of those patients whom we used to lose into a chronic unchangeable pattern of social maladjustment and mental illness.
Summary
The review of 65 cases from our psychiatric out-patient clinic in the general hospital setting reflects the interaction of several factors in determining chronicity. Chronic patients tend to have a poorly developed ego structure, which often reflects family psychopathy, and is in turn reflected by impaired social skills and a limited capacity to recover after a severe life stress.
Emotional turmoil is frequently manifested by psychophysiological disturban-ces. There is usually a long delay before correct diagnosis is made and referral for psychiatric management is arranged. In the past our psychiatric out-patient care was also unsatisfactory and was reflected chiefly by over -reliance on drugs and limited support.
At present we provide a greatly improved psychiatric out-patient service, based on sound psychotherapeutic principles. This can serve as a model for other psychiatric out-patient departments. It is hoped that continuing education will influence our physician colleagues to earlier diagnosis in these special cases. The application of mental health principles in our community programs will help to strengthen family structure and reduce the toll of human suffering. The better utilization of our existing psychiatric skills offers the best hope for the reduction of our chronically ill population.
